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Improving Veteran Access to Critical Care: 
Full Practice Authority and Nurse Anesthetists 
 
I. INTRODUCTION 
 
In December 2016, the Department of Veterans Affairs 
(VA) finalized a rule extending full practice authority to 
advanced practice registered nurses (APRNs) in their facilities 
nationwide, which took effect in April of 2017. The main 
driving force behind expanding the authorized scope of practice 
for APRNs is the increasing need for safe, efficient, quality care 
for veterans as well as increased federal regulation of healthcare 
for military members, veterans, and civilians alike. 
Furthermore, the VA is following a trend among individual 
states in granting authority for APRNs to practice to the fullest 
extent of their expertise, which dramatically increases patient 
access to care.1 
There are four types of APRN: certified nurse 
practitioner (CNP), clinical nurse specialist (CNS), certified 
nurse midwife (CNM), and a certified registered nurse 
anesthetist (CRNA). Although the proposed rule included all 
four types of APRNs, the final rule excludes CRNAs from full 
practice authority, most likely due to heavy lobbying from the 
American Society of Anesthesiologists and thousands of 
unsubstantial comments against CRNA inclusion. The most 
substantial arguments surround claims regarding CRNAs 
providing second-rate care when compared with 
anesthesiologists, the preservation of physician-led, team-based 
 
  1 See Jeff Lagasse, How U.S. States Are Improving Care Delivery By Giving Nurses 
Full Practice Authority, HEALTHCARE FINANCE (Dec. 27, 2017) http://www.healthcarefinance
news.com/news/how-us-states-are-improving-care-delivery-giving-nurses-full-practice-
authority. 
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anesthesia departments, and a lack of problems accessing 
anesthesia care in VA facilities. Because of the controversy 
surrounding excluding CRNAs from this rule, the VA extended 
the comment period through January of 2017 and has not yet 
released a statement regarding this issue in particular. This 
paper examines the facts, figures, and arguments on both sides 
of CRNA practice authority, drawing a conclusion in favor of 
CRNA inclusion.  
Upon examining the facts, CRNA exclusion from this 
rule and its supporting arguments are clearly unreasonable. 
Many studies have shown that CRNAs are rigorously and 
competently trained, provide anesthesia care that is as safe as 
that of Anesthesiologists, and dramatically increase access to 
safe health care in facilities where they are permitted to practice 
more completely.2 Furthermore, a comprehensive study of VA 
facilities shows a startling need for more access to anesthesia 
care as some veterans face absurdly long wait times due to 
staffing shortages and the inability of many anesthesia 
departments to perform more than one procedure a day.3 
To understand this issue, both in regard to the needs of 
the VA and its facilities and the impact on the APRN 
community, it is necessary to examine the text of the final rule, 
the roles APRNs fill in providing quality health care, and the 
arguments both for and against CRNA inclusion in the grant of 
full practice authority.  
 
 
 
2 See Brian Dulisse & Jerry Cromwell, No Harm Found When Nurse Anesthetists 
Work Without Supervision By Physicians, HEALTH AFFAIRS WORKFORCE 29:8 1469–75 
(2010), https://www.healthaffairs.org/doi/pdf/10.1377/hlthaff.2008.0966; see also Paul F. 
Hogan et al., Cost Effectiveness Analysis of Anesthesia Providers, NURSING ECONOMICS 28:3 
159–160 (2010), https://wiana.com/docs/Cost-Effectiveness-Anesthesia-Providers.pdf. 
3 See Rand Corporation, Assessment B – Health Care Capabilities I-274–75 & I-300–
01 (Sep. 1, 2015) [hereinafter Rand Assessment], 
https://www.va.gov/opa/choiceact/documents/assessments/Assessment_B_Health_Care_Capabi
lities_Appendices_E-I.pdf. 
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II.  VA NEEDS AND THE FINAL RULE 
 
The Department of Veterans Affairs provides health 
care to nearly nine million veterans each year through more 
than 1,200 facilities nationwide.4 This makes it the largest 
healthcare system in the U.S,5 however, there are still 
limitations that make it difficult for veterans to receive care, 
such as geographic location and insufficient staff at the facility 
itself.6 The VA has faced unprecedented review and restructure 
in the last decade due to the push toward universal health 
care—spearheaded by the Affordable Care Act and the 
Veterans Access, Choice, and Accountability Act of 2014—and 
the increase in the number of veterans requiring access.7 
 
A. Needs of VA Facilities 
 
With such a huge responsibility to provide safe, 
accessible, and exceptional health care to so many, the VA 
mission statement includes a promise to move forward through 
evidence-based policies and strategies.8 This commitment 
prompted the VA to employ the RAND Corporation, a non-
profit global think-tank,9 to research the needs of VA facilities 
in response to the Veterans Access, Choice and Accountability 
 
4 VETERANS HEALTH ADMINISTRATION, https://www.va.gov/health/ (last visited 
Mar. 5, 2017). 
5 Id. 
6 See Maryalice Gill, U.S. Rep. Carol Shea-Porter Claims NH Is Only State Without 
Full Service VA Hospital, POLITIFACT NEW HAMPSHIRE (Mar. 4, 2013, 7:46 AM), 
http://www.politifact.com/new-hampshire/statements/2013/mar/04/carol-shea-porter/us-rep-
carol-shea-porter-claims-nh-only-state-with/. 
7 Patient Protection and Affordable Care Act, 42 U.S.C. §§ 18001–122 (2010); H.R. 
3230 — 113th Congress: Veterans Access, Choice, and Accountability Act of 2014 §201 
(requiring independent assessment of the health care delivery systems and management 
processes of the Department of Veterans Affairs). 
8 See VETERANS, supra note 4. 
9 See THE RAND CORPORATION, https://www.rand.org/about.html (last visited Mar. 
5, 2017). 
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Act of 2014.10 After all, if the VA is going to expand and update 
the care provided, it is important to first understand the needs 
of the community.  
The RAND Corporation provided an extensive and in-
depth analysis and prepared their findings in a report given to 
the Department of Veterans Affairs on Sept 1, 2015.11 This 
report both assessed the present state of affairs and looked 
forward, asking for recommendations and needs at VA facilities 
nationwide.  
At first glance, it may appear that the VA is in trouble. 
All reports show a steep decline in satisfaction and accessibility 
to care from veterans between 2010 and 2014.12 This is mostly 
due to inconvenience and sometimes near impossibility of 
getting to the facility in some areas, as well as long wait times 
or unavailability of care across most states.13 This dissatisfaction 
is evidenced by overall hospital ratings for inpatient settings 
averaging at 63%.14 Compare this to the private sector in Utah, 
where the Hospital Consumer Assessment of Healthcare 
Providers and Systems commonly rates Intermountain 
Healthcare facilities at 4 stars, or 80%.15 
Wait times are especially egregious. In some areas, a 
veteran might wait up to 90 days for a surgery or other 
procedure,16 with the average being 3-6 weeks.17 For many 
veterans, to wait for an appointment to become available at the 
VA facility is simply not an option. This delay not only harms 
 
10 See Veterans Access, Choice, and Accountability Act of 2014 § 201. 
11 See generally, Rand Corporation, Assessment B – Health Care Capabilities (Sep. 1, 
2015) [hereinafter Rand Assessment], 
https://www.va.gov/opa/choiceact/documents/assessments/Assessment_B_Health_Care_Capabi
lities_Appendices_E-I.pdf. 
12 Id. at E-9–12. 
13 Id. at F-11–102, F-156. 
14 Id. at G-32. 
15 Centers for Medicare and Medicaid Services, Technical notes for HCAHPS Star 
Ratings, Hospital Consumer Assessment of Healthcare Providers and Systems 3 (Sep. 2014), 
http://www.hcahpsonline.org/files/HCAHPS_Stars_Tech_Notes_9_17_14.pdf. 
16 Rand Assessment, supra note 11, at I-301, 312. 
17 Id. at I-297. 
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veterans who must go seek treatment at unfamiliar hospitals but 
also puts a financial burden on the VA, as care at private or 
state hospitals costs more and veterans are entitled to apply to 
the VA to cover those costs under their benefits package.18 
Clearly, the VA is facing major updates, changes, and 
expansions if they’re going to live up to the needs of the 
community they serve. To assess which options would be viable 
for the future, the RAND report also included responses to a 
comprehensive survey from a representative sample of 120 VA 
facilities.19 Of those, more than fifty facilities mentioned the 
need for more complete and competent nursing staff generally, 
more than twenty facilities mentioned significant problems in 
providing adequate anesthesia care, and two mentioned the 
need for more APRNs in a variety of contexts.20 Overall, more 
than half of the facilities surveyed are in need of a more robust 
policy regarding nurses and their ability to provide care.21 
While each facility has its own array of difficulties, it is 
apparent that staffing, access to care, and long wait times are 
widespread issues.  
The Ohio Association of Advanced Practice Nurses also 
requested an assessment by the RAND Corporation to study 
these same issues (staffing, access, and long wait times) found in 
Ohio hospitals. The assessment included an evaluation of 
whether extending practice authority to APRNs would solve 
these problems in any significant way.22 Through careful 
 
18 See Greg Zoroya, VA Didn’t Pay Some Veterans’ Health Costs, Report Says, USA 
TODAY (Mar. 7, 2014), https://www.usatoday.com/story/news/nation/2014/03/07/va-veterans-
disabled-insurance-claims-denied-millennium/6133691/; VHA Office of Community Care, 
EMERGENCY MEDICAL CARE, 
https://www.va.gov/COMMUNITYCARE/programs/veterans/emergency_care.asp (last visited 
Apr. 5, 2017). 
19 Rand Assessment, supra note 11, at I-174–361. 
20 Id. 
21 Id. 
22 Grant Martsolf et al., The Impact of Full Practice Authority for Nurse Practitioners 
and Other Advanced Practice Registered Nurses in Ohio, RAND CORPORATION (2015), 
https://www.rand.org/pubs/research_reports/RR848.html. 
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inspection of data, literature, and peer-reviewed studies, the 
RAND corporation concluded that “APRNs deliver care that is 
of equal quality to the care provided by their physician 
counterparts . . . [and] granting APRNs full practice authority 
would likely increase access to health-care services . . . with 
possible increases in quality and no clear increase in costs.”23 
Extending practice authority is particularly effective 
since APRNs are the fastest-growing primary care workforce in 
the United States and are more likely to practice in 
impoverished or otherwise underserved areas than physicians.24 
Currently, the VA employs nearly 6,000 APRNs, and those 
numbers are only increasing to fill the need for competent, 
community-minded, quality nurses in the workforce.25 The 
VA’s decision to extend full practice authority by regulation is 
simply following the increasing trend of the same policy in state 
and private hospitals around the country.26 
 
B. The VA Final Rule 
 
To understand the role of APRNs and how this final 
rule affects veteran healthcare and nurse anesthetist practice, it 
is necessary to first understand and analyze the final rule itself. 
The text of the rule is quite short, clearly defining APRNs, 
stating their required qualifications, and identifying the 
boundaries of each type of APRN’s scope of practice within VA 
facilities.27 
 
 
 
 
23 Id. at ix. 
24 Id. at 17. 
25 Press Release, U.S. DEPT. OF VETERANS AFFAIRS, VA GRANTS FULL PRACTICE 
AUTHORITY TO ADVANCED PRACTICE REGISTERED NURSES, (Dec. 14, 2016), 
https://www.va.gov/opa/pressrel/pressrelease.cfm?id=2847 (hereinafter Press Release). 
26 See supra, note 1. 
27 38 C.F.R. § 17.415 (2016). 
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1. APRN qualifications for practice authority 
 
The rule begins with defining what qualifies a nurse as 
an APRN. The VA requires what any private hospital would 
require: completion of a graduate program, passing of a 
national certification examination, and up-to-date licensing 
from the state in which the APRN intends to practice.28 
a.  Education and Licensing. First, the VA requires that 
a candidate has completed, or graduated, from a nationally 
accredited program for one of the three types of APRNs 
covered under the rule.29 APRN programs are graduate-level 
programs, which means that to become an APRN, a candidate 
must already possess a bachelor’s degree (most commonly a 
B.S. in Nursing) and have gained experience as a registered 
nurse before ever applying to the graduate program of their 
choosing.30 Many grad-uate schools require several years of 
experience before a candidate is qualified for admission to a 
program.31 
The lengths of the graduate-level nursing degrees vary, 
and, on average, range from two to four years.32 When the 
requirements are compared cumulatively, it takes a minimum of 
eight years for a student to become a nurse midwife, for 
example: four years of a baccalaureate in nursing, one year of 
work experience in the field, and three years of a graduate 
CNM program.33 Of course, depending on grades while in 
school and what level of experience, a Registered Nurse (RN) 
 
28 Id. § 17.415(a). 
29 Id. § 17.415(a)(1). 
30 See generally, HOW TO BECOME A NURSE PRACTITIONER: NURSE 
PRACTITIONER PROGRAMS & CAREERS, http://www.learnhowtobecome.org/nurse/nurse-
practitioner/ (last visited Mar. 13, 2017) (hereinafter HOW TO). 
31 Id. 
32 Lee Nelson, Pathway from Registered Nurse to Nurse Practitioner, NURSE.ORG 
(July 8, 2015), https://nurse.org/articles/pathway-from-registered-nurse-to-nurse-practitione/. 
33 HOW TO BECOME A CERTIFIED-NURSE MIDWIFE (CNM), 
http://www.nursepractitionerschools.com/faq/how-to-become-nurse-midwife (last visited Mar. 
13, 2017). 
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can work right out of an undergraduate program, it may take 
several more years of experience before a candidate is fully 
qualified for the APRN program of his or her choice.  
In contrast, medical doctors are required to obtain a 
bachelor’s degree (four years), attend and graduate from 
medical school (four years), and complete a residency program 
(three to five years).34 Residency programs are not formal 
teaching opportunities but rather offer a graduate an 
opportunity to gain work experience by practicing medicine 
under the watchful eye of an attending physician in a specific 
area of medicine. After completion of the residency program, 
an MD candidate may be formally licensed to practice 
independently by the state in which he or she wishes to 
practice.35 For anesthesiologists, it would take a minimum of 12 
years for a candidate to become fully licensed for independent 
practice.36 Nurses and doctors have different areas of expertise 
and different areas of responsibility in providing care and 
practicing medicine.37 However, both are often considered 
experts in their fields and receive a rigorous education to 
prepare them for their work.38 
In addition to completing an undergraduate and 
graduate coursework in nursing, APRNs are required to take a 
national certification examination and fulfill all requirements to 
be licensed in the state in which they wish to practice.39 This is 
 
34 STEPS TO BECOME A DOCTOR: EDUCATION AND CAREER ROADMAP, 
http://study.com/steps_to_become_a_doctor.html (last visited Mar. 13, 2017). 
35 Id. 
36 HOW TO PREPARE FOR A CAREER IN ANESTHESIOLOGY, 
http://www.asahq.org/resources/career-resources/anesthesia-as-a-career/how-to-prepare-for-a-
career-in-anesthesiology (last visited Mar. 13, 2017). 
37 Id. 
38See generally, Legally Speaking, What It Takes To Be An Expert Witness, 
MODERN MEDICINE (Feb. 1, 2004), http://www.modernmedicine.com/modern-
medicine/content/legally-speaking-what-it-takes-be-expert-witness; Coulter Boeschen, Expert 
Witness Testimony Is Essential To Most Medical Malpractice Cases, NOLO.COM, 
http://www.nolo.com/legal-encyclopedia/medical-malpractice-using-expert-witnesses-
30087.html. 
39 See HOW TO, supra note 30. 
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required not only to work at the VA but also for any candidate 
wanting to work as an APRN after graduation from his or her 
respective program.40 
The national certification exam covers different material 
for each area of nursing specialty.41  As a national exam, it 
doesn’t matter where the APRN graduated—the exam will be 
the same in each state—but each state has different licensing 
requirements in addition to the exam.42 For example, in Hawaii, 
proof of passing the certification exam and transcripts from the 
educational programs are enough,43 whereas in Texas an APRN 
must also show previous licensure as an RN.44 This practice 
divide between the states is narrowing. The National Council 
of State Boards of Nursing is currently pushing forward the 
“APRN Compact” which would allow an APRN who is 
licensed in one of the participating states to have practice 
authority in all the participating states.45 This will likely be a 
great way to protect APRNs from having to re-register for their 
licenses if they need to relocate to another state at any point 
during their careers.46 This would also provide an incentive for 
APRNs to work in states other than the one in which they 
obtained their education. Especially in more rural states like 
Nebraska and Iowa, APRNs are critical in providing better 
access to healthcare.47 
 
40 Id. 
41 Id. 
42 Id. 
43 ADVANCED PRACTICE REGISTERED NURSE LICENSE REQUIREMENTS IN HAWAII, 
http://www.nursinglicensure.org/np-state/hawaii-nurse-practitioner.html (last visited Mar. 13, 
2017). 
44 ADVANCED PRACTICE REGISTERED NURSE LICENSE REQUIREMENTS IN TEXAS, 
http://www.nursinglicensure.org/np-state/texas-nurse-practitioner.html (last visited Mar. 13, 
2017). 
45 APRN COMPACT, https://www.ncsbn.org/aprn-compact.htm. (last visited Mar. 13, 
2017). 
46 Id. 
47 Nurse Practitioners Fill Primary Care Shortage in Rural Areas, SIMMONS SCH. OF 
NURSING & HEALTH SCI., (Jan. 8, 2014), https://onlinenursing.simmons.edu/nursing-
blog/rural-nursing-primary-care/. 
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An APRN is considered fully qualified to provide care to 
patients within the scope of his or her profession after 
completing all education requirements, passing the national 
certification exam, and becoming licensed in a compact state or 
the state in which he or she wishes to practice.48 
b.  Demonstration and approval requirement at facility. 
Even after all these education and licensing requirements, it is 
possible that an APRN will still not receive full practice 
authority at any particular VA facility. The wording of the 
regulation is very permissive in granting power and discretion 
to the individual VA facility. The specific language in the 
regulation says, “VA may grant full practice authority to an 
APRN subject to . . . determination that the APRN has 
demonstrated the knowledge and skills necessary to provide the 
services . . . without the clinical oversight of a physician.”49 This 
is a very high standard. Usually, in the private sector, a hospital 
typically does not limit an APRN beyond what is prescribed by 
statute for that particular state. Procedural issues such as 
hospital admittance authority for an independently practicing 
nurse practitioner are taken into consideration and are typically 
dealt with in individual communities based on need.50 
APRNs know that where they choose to work will 
greatly impact their practice authority. As previously 
mentioned, states can vary greatly in what practice authority is 
granted and what is not. These hard borders are enforced even 
when they cut through singularly incorporated geographical or 
urban areas. An extreme example of this is that a nurse 
practitioner working in Kansas City, Kansas has more 
independent authority to see and treat patients than a nurse 
 
48 See HOW TO, supra note 30. 
49 38 C.F.R. § 17.415(c) (2016) (emphasis added). 
50 See Debra Hain & Laureen Fleck, Barriers to NP Practice that Impact Healthcare 
Redesign, 19 THE ONLINE J. OF ISSUES IN NURSING 2 (May 31, 2014), 
http://www.nursingworld.org/MainMenuCategories/ANAMarketplace/ANAPeriodicals/OJIN/
TableofContents/Vol-19-2014/No2-May-2014/Barriers-to-NP-Practice.html. 
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practitioner across the river in Kansas City, Missouri.51 
However, this VA regulation, which supersedes regional and 
state limitations on practice authority,52 gives more power to 
the individual facilities to evaluate their APRN staff and extend 
practice authority to all, some, or none.53 
This provision also limits liability and creates a safety 
net for facilities that may have APRNs the administration 
deems unfit to perform their duties unsupervised. Furthermore, 
this permissive clause is an effective means of softening the 
transition for VA facilities into the new age of full practice 
authority for APRNs. Facilities that are short-staffed or in dire 
need of increased access to health care for veterans in the area 
can implement this regulation immediately to provide the best 
care in the most efficient manner possible. Alternatively, larger 
facilities or those where the duties of APRNs and doctors 
conflict may take their time to evaluate, develop policy, and 
extend practice authority in a manner that best suits their 
needs.  
Despite the equal treatment this rule attempts to 
provide, the discretion given to individual VA facilities will 
likely create discrepancies in practice authority for APRNs in 
VA facilities nationwide. This will add to a state of uncertainty 
for APRNs who are awaiting the opportunity to serve the 
veteran community more fully. APRNs may have authority to 
serve in their fullest capacity at a facility in one state, but not 
another, and they may even encounter differing standards at 
facilities located within the same state.54 This, in turn, may 
 
51 APRNs and Veterans, AM. NURSES ASS’N, 
http://www.rnaction.org/site/PageNavigator/nstat_take_action_VHA.html (last visited Mar. 
13, 2017). 
52 See § 17.415(e). 
53 See Hain & Fleck, supra note 50. 
54 See generally, Lugo N. Rudner, Full Practice Authority for Advanced Practice 
Registered Nurses is a Gender Issue, THE ONLINE J. OF ISSUES IN NURSING (2016), 
http://www.nursingworld.org/MainMenuCategories/ANAMarketplace/ANAPeriodicals/OJIN/
TableofContents/Vol-21-2016/No2-May-2016/Articles-Previous-Topics/Full-Practice-
Authority-for-APRN.html. 
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incentivize more APRNs to practice in states where they are 
granted more practice authority, which may leave other 
facilities shorthanded in the long run. 
 
2. Defining the scope of full practice authority 
 
The VA has wisely wielded regulatory power to clearly 
establish what full practice authority in VA facilities will look 
like. After establishing the qualifications for APRNs and who 
qualifies for full practice authority, the VA defines the scope of 
authority for each type of included APRN.55 Full practice 
authority does not mean allowing APRNs to become health-
care-providing vigilantes. Rather, it is the authority to provide 
medical services, unsupervised, within the scope of the APRNs’ 
expertise.56 This is not a provision to replace veteran access to 
medical doctors, but rather a way to improve access to quality 
care in an efficient manner by allowing both advanced practice 
nurses and medical doctors to act to the extent of their 
capabilities and education (i.e., when APRNs fill the gap left by 
primary care shortages in rural areas).57 
As discussed previously, the VA has a great need for 
quality professionals to provide health services to veterans 
throughout the U.S.58 Long wait times and a difficult, often 
convoluted, system of benefits increase the health risks to 
veterans seeking treatment.59 The VA is acting in a responsible 
manner by allowing for ease in transition and providing clear 
guidelines for the expansion of services now available to 
veterans. The VA previously defined APRN in § 17.415(a) to 
 
55 § 17.415(d)(1). 
56 § 17.415(b). 
57 See supra, note 40. 
58See generally, Assessment B (Health Care Capabilities) Appendices E-I, RAND 
CORP. (2015). 
59 Jamie Reno, Veterans Die Waiting for Benefits as VA Claims Backlog Builds, THE 
DAILY BEAST (Feb. 9, 2013), http://www.thedailybeast.com/articles/2013/02/09/veterans-die-
waiting-for-benefits-as-va-claims-backlog-builds.html. 
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mean certified nurse practitioners (CNP), clinical nurse 
specialists (CNS), and certified nursing midwives (CNM).60 
The VA now takes the time to define the scope of authority for 
each individual specialty.  
a. Certified nurse practitioner authority. CNPs have the 
widest array of authority of the APRNs covered under this rule 
and are listed first in § 17.415(d)(1)(i). As in the private sector, 
CNPs are qualified to see patients independently for physical 
examinations, order laboratory work to be done for a patient, 
prescribe medication and equipment, diagnose and manage 
patients with acute and chronic diseases, request referrals to 
other specialists, and aid in counseling or health education in 
preventative care.61 
Such broad practice authority would be enormously 
helpful in cutting the waiting times for veterans to access 
medical care for an annual check-up, maintain their treatment 
of a chronic disease like diabetes, or just renew a prescription. 
By extending this practice authority to CNPs, medical doctors 
will be able to use more of their time in their areas of expertise 
instead of trying to cycle through as many patients as possible 
in addition to completing hours of paperwork and 
administrative tasks.62 
b. Clinical nurse specialist authority. Nurse Specialists’ 
practice authority is mostly limited to their particular area of 
specialty. For example, many Nursing Specialists focus on one 
of three areas: patient care, administrative duties, or nurse 
management.63 In § 17.415(d)(1)(ii), the VA grants full practice 
authority for Nurse Specialists to diagnose and treat illnesses, 
 
60 See supra, note 21. 
61 § 17.415(d)(1)(i). 
62 See Pauline Chen, For New Doctors, 8 Minutes Per Patient, N.Y. TIMES, May 30, 
2013, https://well.blogs.nytimes.com/2013/05/30/for-new-doctors-8-minutes-per-
patient/?_r=0. 
63 CLINICAL NURSE SPECIALIST, https://www.discovernursing.com/specialty/clinical-
nurse-specialist#.WMdTmxLytPM (last visited Mar. 13, 2017). 
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manage disease, promote health and prevent illness, all “within 
their scope of practice.”64 
This vague language is most likely due to the variety of 
specializations a CNS may have. Nurse Specialists will be able 
to exercise their ability to care for patients and take nursing 
leadership roles in a more complete capacity based on their area 
of expertise. For example, it would be well within the scope of 
practice authority for a Nurse Specialist that emphasizes in 
emergency care to diagnose broken bones and concussions and 
either personally treat, or order the treatment of, the patient 
without the oversight of a physician. Like extending more 
responsibilities to CNPs, this would allow medical doctors to 
focus on their area of specialty and spend more time with 
patients who require a more complex diagnosis or more 
attention.65 
c. Certified nurse midwife authority. The third type of 
APRN covered under the rule is a nurse midwife, and is 
encompassed by § 17.415(d)(1)(iii). In recent years, midwives 
have gained popularity among expectant mothers.66 In fact, in 
2014, there were over 11,000 nurse midwives practicing in the 
US, who attended more than 8% of all the births in the US that 
year.67 Midwife services are also eligible for reimbursement 
under Medicare and Medicaid in all fifty states.68 
Section 17.415(d)(1)(iii) extends authority to provide a 
variety of women’s health services—including gynecologic care, 
family planning, preconception counseling, prenatal and 
postpartum care, childbirth, and treatment of sexually 
 
64 § 17.415(d)(1)(ii). 
65 Grant R. Martsolf et al., Impact of Full Practice Authority For Nurse Practitioners 
and Other Advanced Practice Nurses in Ohio, RAND CORP. at 5 (2015), 
http://www.rand.org/content/dam/rand/pubs/research_reports/RR800/RR848/RAND_RR848.
pdf. 
66 Essential Facts about Midwives, AM. C. OF NURSE-MIDWIVES (Feb. 2016), 
http://www.midwife.org/Essential-Facts-about-Midwives (hereinafter Midwives). 
67 Id. 
68 Id. 
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transmitted diseases—to nurse midwives.69 Here the rule 
becomes controversial for a few reasons. 
First, in all fifty states, nurse midwives have authority to 
write prescriptions for patients.70 However, the VA has not 
authorized this in their facilities. Furthermore, up until this 
point, the VA has neither employed nor covered services 
offered by nurse midwives.71 Similarly, VA facilities do not 
currently offer any childbirth services to women, forcing them 
to seek treatment at local hospitals and petition for 
reimbursement after the fact.72 
The inclusion of CNMs in the rule brings the VA leaps 
and bounds ahead of its previous capability to provide complete 
care for female veterans. In all likelihood a final rule like this, 
which received over 200,000 comments during its 
development,73 was carefully worded and executed. The 
language of this rule could logically be foreshadowing an 
expansion of services the VA hopes to enact over the next few 
years. After all, why would nurse midwives be cleared to attend 
independently to childbirth when birthing services are not 
currently offered at VA hospitals? As noted above, the VA is the 
largest employer of nurses in the country,74 and this rule opens 
the door for an entire nursing profession to be eligible to work 
at VA hospitals, even if they will lose the prescribing power 
they would otherwise enjoy elsewhere.  
As a final note, immediately following the scope of 
authorities for APRNs, the VA reiterates that all APRNs are 
subject to all limitations imposed by the Controlled Substances 
 
69 § 17.415(d)(1)(iii). 
70 See Midwives, supra note 67. 
71Veterans Health Administration, AM. C. OF NURSE-MIDWIVES (June 2016), 
http://www.midwife.org/Veterans-Health-Administration (hereinafter NURSE-MIDWIVES). 
72 Women Veterans Health Care: Frequently Asked Questions, DEP’T OF VETERANS 
AFFAIRS (Mar. 2012), http://www.womenshealth.va.gov/docs/FAQ_041912_FINAL.pdf 
(hereinafter Women Veterans); see also Jennifer Hunt, My VA Care, VANTAGE POINT (Mar. 
7, 2011), http://www.blogs.va.gov/VAntage/1666/my-va-care/. 
73 See Press Release, supra note 25. 
74 Id. 
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Act in § 17.415(d)(2).75This is most likely simply a reaffirmation 
of best practices with regard to expectations of health care 
providers in handling and distributing prescription drugs 
generally.  
 
3. Preemption of state and local law and 
implementation 
 
Wide sweeping rules such as this are generally designed 
to make broad reform consistent in facilities nationwide. 
However, sudden sweeping changes like these are going to take 
some time to implement fully and successfully. Again, rules and 
regulations regarding the practice authority of nurses differ 
from state to state, but VA facilities are subject to federal 
oversight and not necessarily state regulation. Inconsistent 
delegations of authority, without being addressed, would gut 
this rule in some states and allow its full implementation in 
others, with most states falling somewhere in between.  
The VA has addressed these problems by including a 
provision stating that this rule preempts state and local laws in 
§ 17.415(e).76 This establishes that states have no authority to 
enforce their own legislative policies that may be in conflict 
with this rule.77 Because § 17.415(e) reiterates that these 
provisions only apply to APRNs who are practicing within the 
scope of their authority at VA hospitals subject to the 
limitations discussed above,78 it serves as a reminder that 
facilities themselves are the ones in control of actually 
extending practice authority to APRNs to suit their needs.   
 
 
75 Controlled Substance Act, 21 U.S.C. §§ 801–971 (current through Pub. L. 114-38). 
76 38 C.F.R. § 17.415(e) (2016). 
77 Id. 
78 Id. 
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III. THE FINAL RULE AND CERTIFIED REGISTERED 
NURSE ANESTHETISTS 
Because the final rule only recently took effect on April 
4, 2017, it is too early to determine whether extending practice 
authority to APRNs has been successful. It will take time for 
the effects of APRN authority to mature to a point where they 
can be adequately compared to data from before this rule was 
passed. However, projections based on other studies seem to 
suggest that this policy will be a resounding success. One issue 
remains on the debate floor: Should the VA also extend practice 
authority to nurse anesthetists? Considering the material 
similarities between CRNAs and the other types of APRNs, the 
long-standing history of CRNA service in the military and in 
the VA, and the trend among states of extending more 
independent authority to CRNAs, it is hard to accept the 
exclusion as altogether reasonable. 
 
A. Comparing CRNAs to All Other APRNs 
 
As previously mentioned, there are four types of 
advanced practice nurses: nurse practitioners, nurse specialists, 
nurse midwives, and nurse anesthetists. Nurse anesthetists are 
the only type of APRN not currently included in 38 C.F.R. § 
17.415. The reasoning behind this exclusion is unclear and 
unsubstantiated based on the facts gathered to support the 
extension of practice authority in the first place. The difference 
between Nurse Anesthetists and the other three types of APRN 
are limited only to their area of specialty, as CRNAs are 
educated, licensed, and certified under the same or similar 
rigorous circumstances.79 
 
79 How to Become a Certified Registered Nurse Anesthetist, STUDY.COM, 
http://study.com/articles/How_to_Become_a_Certified_Registered_Nurse_Anesthesiologist.ht
ml (last visited Apr. 6, 2017) (hereinafter Nurse Anesthetist). 
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CRNAs go through the same educational process as 
other APRNs. To become a CRNA, a candidate must complete 
a bachelor’s degree in nursing, obtain a state license to practice 
as a registered nurse, and work a minimum of one year in a 
critical or intensive care unit, all before even applying to an 
accredited CRNA program.80 
The CRNA program itself is also intensive, usually 
taking two to three years to complete.81 The course load is 
heavily grounded in academic areas such as pharmacology, 
biochemistry, and geriatric and obstetrics care as well as long 
hours in clinical practice for procedures ranging from labor and 
delivery to open heart surgery.82 A degree in nurse anesthesia 
(i.e. Master of Science in Nursing in Nurse Anesthesia)83 has a 
wide range of applications, which is perhaps one reason that 
this group is growing so quickly. CRNAs are qualified to treat 
on both inpatient and outpatient status, and are employed in 
hospitals, emergency rooms, ambulatory surgical centers, pain 
management centers, and physician offices.84 
After completion of a master’s program in nurse 
anesthesia, a candidate must then apply, take, and pass, the 
National Certification Exam to begin practice.85 CRNAs are 
educated and licensed in the same manner as other APRNs. 
The difference lies in their specialty alone. While Nurse 
Practitioners see patients independently and Nurse Midwives 
deal exclusively with obstetrics and gynecology, Nurse 
Anesthetists dedicate themselves to anesthesia care in whatever 
environment they are needed. 
 
 
80 Id. 
81 Id. 
82 Id. 
83 Drexel University, Master of Science in Nursing In Nurse Anesthesia, 
http://drexel.edu/cnhp/academics/graduate/MSN-Nursing-Nurse-Anesthesia/ (last visited Mar. 
20, 2018). 
84 Id. 
85 Id. 
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B. Nurse Anesthetist History with the VA and Military 
 
CRNAs have had a long-standing relationship with the 
armed services. CRNAs have been the main providers of 
anesthesia care to military members on the front lines of all 
armed conflict since World War I.86 CRNAs in combat zones 
was a main topic at the Nurse Anesthesia National Congress in 
September 2015, where Colonel Janet Setnor, a Nurse Corps 
veteran and the Reserve Advisor to the Air Force Chief 
Consultant of Nursing Services was a panelist.87 Colonel Setnor 
explained the crucial role of CRNAs, stating, “CRNAs in the 
military are independent practitioners, and are prepared to 
administer every type of anesthesia to patients, anywhere at any 
time, including ‘hot’ combat zones” and are “some of the best 
anesthesia providers and caregivers in the world.”88 
With such a profound history of excellence in providing 
safe, effective, and timely care to the most vulnerable soldiers 
on the front lines, it is hard to understand why veterans 
returning stateside are not permitted to the same access to 
quality care that they received while deployed overseas.  
Despite excluding CRNAs from full practice authority 
in this particular rule, the VA has made it clear through other 
programs that CRNAs are valued assets. The VA is currently 
funding an education program, partnered with the Army, for 
current nurses working in VA hospitals to become CRNAs.89 
 
86 Anesthesia Professionals Save Lives in Combat Zones Around the Globe, NURSE 
ANESTHESIA ANNUAL CONGRESS: CONVENTION DAILY (Aug. 29–Sept. 1, 2015), 
http://www.aana.com/ConventionDaily/Pages/2015-Issue-3-Combat-zones.aspx (hereinafter 
Anesthesia Professionals). 
87 Id. 
88 Id.; see also Cheryl Nimmo, VA Ignores CRNA Evidence As Veterans Wait For 
Timely Anesthesia Care, FORBES OPINION (Jan. 12, 2017, 11:00 AM), 
https://www.forbes.com/sites/realspin/2017/01/12/va-ignores-crna-evidence-as-veterans-wait-
for-timely-anesthesia-care/#5b5eace622c7 (noting that the current Department of Defense 
Policy allows full practice authority for active duty CRNAs in all branches of the military). 
89 Nurse Anesthetist Education Program, VA PATIENT CARE SERVICES, 
https://www.patientcare.va.gov/CRNA_Education/Pages/Certified_Registered_Nurse_Anesthe
tists.asp (last visited Apr. 6, 2017). 
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Clearly, the VA is dedicated to training and recruiting the best 
providers to provide the best care to veterans, and CRNAs are 
at the top of that list.  
 
C. Nurse Anesthetist History and Current State 
Regulation 
 
To better understand the role and scope of practice for 
Nurse Anesthetists, it is helpful to look at the history of Nurse 
Anesthetists and how states are adapting to patient need by 
regulating them. Nurse Anesthetists were administering 
anesthesia to patients before the medical specialty of anes-
thesiology was established.90 As early as the Civil War, trained 
nurses served under surgeons to skillfully administer anesthesia 
to patients,91 though the first anesthesiology program was not 
established until 1927.92 Anesthesiologists go through more 
rigorous residency programs, just like other medical doctors, 
and are considered to have more expertise in theory and 
comprehension, but not necessarily the practice of anesthesia.93 
In fact, if nurse anesthetists had not taught the first 
anesthesiologists in the 1920s and 1930s, providing key insight, 
it is possible that anesthesiology would not have quickly 
developed into the robust specialty it is today.94 
 
90 See History of Nurse Anesthesia Practice, AM. ASS’N OF NURSE ANESTHETISTS, 
https://www.aana.com/ceandeducation/students/Documents/history-nap-student.pdf (last 
visited Apr. 6, 2017). 
91 Id.; see also Richard Novak, M.D., Ten Reasons Nurse Anesthetists (CRNAs) Will 
be a Major Factor in Anesthesia Care in the 21st Century, THE ANESTHESIA CONSULTANT 
(Oct. 21, 2014), https://theanesthesiaconsultant.com/2014/10/21/ten-reasons-nurse-
anesthetists-crnas-will-be-a-major-factor-in-anesthesia-care-in-the-21st-century/ (noting that 
CRNAs do now and will likely continue to safely administer anesthesia in the 21st century). 
92 Donald Caton, M.D., The Development of Anesthesiology as a Specialty and a 
Profession, AM. SOC’Y OF ANESTHESIOLOGISTS, https://www.asahq.org/resources/ethics-and-
professionalism/the-development-of-anesthesiology-as-a-specialty-and-a-profession (last visited 
Apr. 6, 2017). 
93 See Novak, supra note 91. 
94 See Caton, supra note 92. 
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But that is not to say that CRNAs are capable of running 
anesthesia departments single-handedly. Anesthesiologists are 
absolutely critical to anesthesia care because they are not only 
experts on anesthesia, but also have comprehensive training in 
all aspects of surgical medicine.95 The ideal roles of doctor and 
nurse are complementary, with doctors providing more 
academic services (searching for a diagnosis, deciding which 
medications to prescribe, and ordering tests or lab work) and 
nurses providing more practical services (administering 
medication, checking vitals, and otherwise monitoring patient 
care). Every health services environment in which doctors and 
nurses interact must strike a balance between the capability and 
expertise of all parties to create the safest, most efficient, and 
functional environment possible.  
Anesthesiologists and CRNAs fit this mold extra-
ordinarily well, and many states have taken measures to allow 
anesthesiologists and CRNAs the flexibility to work both 
independently and as a team. For example, in 2001, states 
began opting out of a federal rule requiring physician 
supervision for nurse anesthetists.96 This final rule took effect 
in November of 2001 and Iowa quickly responded by opting 
out in December of 2001.97 Since this supervision rule came 
into effect, seventeen states have opted out, including rural 
states like Kentucky and Idaho as well as more urban states such 
as California and Colorado.98 This CMS rule allows for a 
CRNA to be supervised either by the surgeon performing the 
operation or an anesthesiologist,99 which allows for flexibility 
for CRNA practice authority and increasing access to 
anesthesia care. A common model of three or four CRNAs 
 
95 Id. 
96 AANA, Fact Sheet Concerning State Opt-Outs And November 13, 2001 CMS Rule 
AANA, https://www.aana.com/docs/default-source/sga-aana-com-web-documents-(all)/801-
fact-sheet-concerning-state-opt-outs-pdf.pdf?sfvrsn=450743b1_2 (last updated June 2013). 
97 Id. 
98 Id. 
99 42 C.F.R. § 482.52(a)(4) (2010). 
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under the supervision of one readily available anesthesiologist 
was designed not in spite of, but because of anesthesiologists’ 
preferences,100 which goes to show the disconnect between the 
lobbying power of the American Society of Anesthesiologists 
and actual anesthesiologists practicing in hospitals around the 
nation. A ratio of three or four CRNAs to one anesthesiologist 
allows the anesthesiologist to spend split time between three or 
four operating rooms, supervising CRNAs in various cases 
throughout the day, instead of personally performing or 
supervising each and every surgery.101 
In fact, Excel Anesthesia, a leading anesthesia 
management corporation out of the Midwest, has codified this 
model and recommended its implementation in many states.102 
Excel draws a differentiation between “medically directed” 
procedures (where the anesthesiologist gives constant direction 
to the CRNA and both remain in the same operating room 
until the case is finished), and “supervision” procedures (where 
the anesthesiologist can check in, answer questions, and oversee 
several procedures at the same time).103 This compromise, 
which has been implemented in many states and is 
recommended by Excel, retains physician leadership and 
oversight while providing safe, cost-effective care.104 
This problem of anesthesiologists having to physically 
direct each case is prevalent in the VA. More than a dozen 
facilities surveyed by the RAND Corp in the study mentioned 
above, stated that they had a hard time convincing their 
anesthesiologists to perform more than one case a day because 
 
100 See Novak supra note 91. 
101 Id.; see also Jean Convillo, Eliminating Anesthesia Subsidies, EXCEL ANESTHESIA 
(July 19, 2014) http://www.eakc.net/2014/07/19/remodeling-anesthesia-delivery/. 
102 Jean Convillo, Eliminating Anesthesia Subsidies, EXCEL ANESTHESIA (July 19, 
2014), http://www.eakc.net/2014/07/19/remodeling-anesthesia-delivery/. 
103 Id. 
104 Id.; see also Richard H. Epstein & Franklin Dexter, Influence of Supervision Ratios 
by Anesthesiologists on First-case Starts and Critical Portions of Anesthetics, 116 
ANESTHESIOLOGY 683 (2012). 
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of staffing shortages and current VA policy, pairing one CRNA 
to every anesthesiologist.105 Such an unseemly limitation to the 
accessibility of care to veterans is simply unacceptable, and as 
we’ve seen above,106 it is costly not only by way of financial loss 
to the VA, but also in lives. As wait times get longer, patient 
care suffers and those in dire need of care may develop more 
significant health needs while they wait.  
Compare these detrimental costs with the utility of 
CRNAs. First, the cost to become a CRNA for registered 
nurses is significantly more affordable than becoming an 
anesthesiologist.107 Furthermore, the salary cost of multiple 
CRNAs is also cheaper than employing a fleet of 
anesthesiologists.108 Combine these fiscal considerations with 
the fact that the cost of care will decline as wait times decline 
and patients are able to get care instead of seeking it out in 
more expensive, private hospitals, and the potential results seem 
truly significant.  
States are catching on quickly that CRNAs provide safe, 
cost-effective, quality care. In 2001, the Centers for Medicare 
and Medicaid Services extended states the rights to regulate 
anesthesia care, including the previously discussed option to 
“opt out” of previous regulations that required CRNAs to be 
directly supervised by anesthesiologists in procedures covered 
under Medicaid or Medicare.109 The seventeen states which 
have opted out have seen no tangible adverse effects to 
 
105 See Rand Assessment, supra note 11. 
106 See Zoroya, supra note 18. 
107 See Nurse Anesthetist, supra note 89. 
108 Beth Greenwood, Anesthetist v. Anesthesiologist, THE NEST, 
http://woman.thenest.com/anesthetist-vs-anesthesiologist-3855.html (last visited Apr. 6, 2017) 
(Average annual income for anesthesiologists is around $230,000 while CRNAs make around 
$170,000). 
109 Ambulatory Surgical Services, 42 C.F.R. §416 (2001); Conditions of Participation 
for Hospitals, 42 C.F.R. §482 (2001); Conditions for Participation: Specialized Providers, 42 
C.F.R. §485 (2001). 
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patients.110 Extending full practice authority to CRNAs and 
other APRNs is still a relatively new policy and is only recently 
being codified by regulatory agencies such as the VA.  
With Nurse Anesthetist’s history of service both in the 
military and in private practice, and with many VA hospitals 
experiencing detrimental wait times for surgeries because of 
shortages of anesthesia staff, it seems that their exclusion from 
full practice authority by this rule is unreasonable. However, it 
is important to analyze the arguments and reasoning put forth 
both by large lobbying groups like the American Society of 
Anesthesiologists as well as the final conclusions offered by the 
VA itself.  
 
D. Arguments to Exclude Nurse Anesthetists from Full 
Practice Authority 
 
Whether it’s on a state or federal level, anesthesiologists 
nearly always oppose the extension of independent practice 
authority to Nurse Anesthetists. The American Society of 
Anesthesiologists (ASA) uses the same two arguments again and 
again: (1) anesthesiologists provide superior care; and (2) 
physician-led, team-based anesthesia departments are in the 
best interest of the hospitals and patients.111 
In their academic training, anesthesiologists dive into a 
deeper understanding of biology, biochemistry, anesthesia, and 
surgical expertise than Nurse Anesthetists.112 Likewise, the 
formal training both in medical school and in residency is 
 
110 Fact Sheet Concerning State Opt-Outs and November 13, 2001 CMS Rule, AM. 
ASS’N OF NURSE ANESTHETISTS, https://www.aana.com/advocacy/state-government-
affairs/federal-supervision-rule-opt-out-information/fact-sheet-concerning-state-opt-outs (last 
visited Apr. 7, 2017). 
111 Physician Anesthesiologists Applaud VA Decision to Reverse Proposal to Replace 
Physician Anesthesiologists with Nurses for Anesthesia, AM. SOCIETY OF 
ANESTHESIOLOGISTS (Dec. 13, 2016), http://www.asahq.org/about-asa/newsroom/news-
releases/2016/12/physician-anesthesiologists-applaud-va-decision. 
112 See Novak, supra note 91. 
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meant to train the best doctors in the market. That deeper 
understanding, the ASA claims, is crucial to making surgeries as 
safe as possible and limiting the risks of anesthesia. This is 
especially important when dealing with veterans, who often 
have other underlying medical conditions that increase the risk 
of adverse effects during and after anesthesia.113 After all, the 
operating room is a special circumstance, and requires a level of 
understanding and finesse beyond what nurses can provide in 
order to function safely.114 
This deeper understanding born from more academic 
training and longer clinical experiences qualify anesthesiologists 
to lead anesthesia departments and organize teams to provide 
safe, quality care to patients. The inherently dangerous nature 
of surgeries and the operating room require physician 
leadership.115 A policy that removes anesthesiologists from the 
operating room and allows for the independent practice of 
Nurse Anesthetists would likely cause disorganization, develop 
an unclear hierarchy of leadership, and present greater risk to 
patients seeking treatment.  
Again and again, the American Society of Anesthesiol-
ogists maintains that the best anesthesia care does not come 
from CRNAs. It asserts that the physician-led, team-based 
model of anesthesia is in the best interest of both the medical 
facility and the patients.116 To make sure this message was 
heard loud and clear during the notice and comment period for 
this rule, the ASA did a lot of lobbying, both formally and 
informally. Formally, ASA representatives testified before 
panels at hearings, and, informally, the ASA developed a 
website at www.safe vacare.org as part of an online campaign to 
 
113 See Greenwood, supra note 108. 
114 Id. 
115 Id. 
116 Id. 
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solicit public support to exclude CRNAs from the final rule.117 
More than 100,000 comments in support of keeping the 
physician-led model currently employed by the VA were filed 
through this website and other ASA affiliates.118 Most of these 
were form letters, available for download on the 
www.safevacare.org site itself,119 however the massive number 
of responses cannot be ignored.  
In the end, despite what public and private interest 
groups may want, it came down to the Department of Veterans 
Affairs to decide which arguments had merit and how to 
structure the final rule.  
The VA’s rationale for excluding CRNAs from the final 
rule centers on an asserted lack of need for additional 
professional anesthesia services in VA facilities.120 The VA 
concedes that there are some localized issues, but claims as a 
general measure there are no widespread issues with access to 
anesthesia care that would require granting practice authority 
to CRNAs.121 Also, as the rule stands now, there is no change in 
policy regarding CRNAs at all. At some facilities, they are 
granted more independence and authority than others, 
depending on localized needs. This rule does not unduly 
influence the handling of CRNAs at individual facilities,122 
rather it formalizes increased flexibility and independence 
toward other APRNs.  
 
 
 
 
117 Id.; see also Protect Safe VA Care: Veterans Deserve Quality Health Care, AM. 
SOC’Y OF ANESTHESIOLOGISTS, http://www.safevacare.org/ (last visited Apr. 7, 2017) 
(hereinafter Safe VA Care). 
118 See Greenwood, supra note 108. 
119 See Safe VA Care, supra note 117. 
120 See Press Release, supra note 25. 
121 Id. 
122 Id. 
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E. Arguments for Granting Full Practice Authority to 
Nurse Anesthetists  
 
The arguments outlined above constitute the most 
persuasive and accepted arguments to exclude CRNAs from full 
practice authority in VA facilities. At first glance, they seem 
reasonable, simply maintaining the established policies at work 
at the VA, leaving treatment of CRNAs unchanged at VA 
facilities, and preserving the quality of care anesthesiologists 
can provide to at-risk or especially vulnerable patients. 
However, taking a closer look at the facts, statistics, and 
substance of the arguments leaves much doubt as to why the 
final rule excluded Nurse Anesthetists.  
First, the American Society of Anesthesiologists claims 
that anesthesiologists systematically provide better care than 
Nurse Anesthetists. This argument stands contrary to the face 
of many studies, including studies performed by corporations 
like RAND and Excel as well as independent studies published 
in health journals,123 that show no significant difference 
between inde-pendently practicing CRNAs and 
Anesthesiologists when it comes to anesthesia care. While 
Anesthesiologists obtain education and training in a wider 
variety of subject matter, the education and clinical hours 
devoted to anesthesia itself are substantially the same. As afore-
mentioned, statistics from states that have opted out of CRNA 
physician oversight show no change in adverse effects to 
patients.124 
Also, CRNAs are critical members of the military, 
serving on the front lines to provide top-of-the-line care in the 
 
123 See, e.g., Brian Dulisse & Jerry Cromwell, No Harm Found When Nurse 
Anesthetists Work Without Supervision By Physicians, 29 HEALTH AFF. 1469 (2010); Paul F. 
Hogan et. al, Cost Effectiveness Analysis of Anesthesia Providers, NURSING ECON. (2010) at 
159; Rand Assessment, supra note 11; see also Convillo, supra note 101. 
124 See Convillo, supra note 101; see also Martsolf et al., supra note 65. 
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most adverse circumstances on the planet.125 If Nurse 
Anesthetists are authorized to administer anesthesia in the high 
stress environments of combat and deployment zones, why 
should they lose that independence and privilege upon 
returning home? It is reasonable to assume that critical skills 
developed by active duty CRNAs in the field, like fast thinking 
and problem solving during anesthesia cases, would be major 
assets to VA hospitals stateside. Not to mention that it would 
allow CRNAs to easily transfer from active duty to civilian 
practice without sacrificing autonomy.  
Second, the American Society of Anesthesiologists 
(ASA) claim that doctor-led, team-based anesthesia care is in 
the best interest of the facility and patients. The materials 
presented by the ASA in regard to CRNA inclusion focuses not 
on data from studies or addressing access to anesthesia care, but 
rather frame the problem in a way that claims CRNA inclusion 
would eliminate anesthesiologists from providing care to 
veterans entirely.126 This is simply not the case, as 
anesthesiologists would continue to provide care as heads of the 
anesthesia departments, in complicated cases outside the scope 
of practice for CRNAs, and as supervisors over several 
operating rooms at once while CRNAs perform the physical 
administration of anesthesia.127 
First, states that have extended practice authority to 
CRNAs have done so while maintaining anesthesiologist 
leadership.128 In state hospitals, where the ratio of 
anesthesiologists to CRNAs is approximately one to three, the 
anesthesiologist spends his or her time checking into multiple 
operating rooms throughout the day, coordinating and 
organizing the anesthesia department, and only personally 
 
125 See Anesthesia Professionals, supra note 86; Nimmo, supra note 88. 
126 Protect Safe VA Care, Protect Our Veterans Make Your Voice Heard, 
http://www.safevacare.org/ (last visited Mar. 20, 2018). 
127 See Martsolf et al., supra note 65. 
128 Id. 
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administering anesthesia in emergency cases or when staffing is 
insufficient for the facility’s needs.129 This is partially due to 
practicing physician preference.130 As discussed above, a large 
portion of the ASA’s main argument against extending practice 
authority to CRNAs centers on anesthesiologists retaining 
leadership roles in team-based anesthesia care. Also presented is 
an underlying fear that CRNAs will take anesthesiologists’ jobs, 
cutting down the incentives for doctors to specialize in 
anesthesia. The ASA is certainly entitled to push its lobbying 
efforts toward policies that promote its self-interest and self-
preservation; however, painting CRNAs as threats to the 
continuation of the anesthesiology profession does not satisfy 
the true issue at hand: increasing access to safe care.   
Even in hospitals where anesthesiologists are 
outnumbered four to one by CRNAs, anesthesiologists 
maintain their position as leaders while allowing qualified 
Nurse Anesthetists to be practical workers, performing the 
tasks of their specialty without someone constantly looking 
over their shoulders. While there is substantial overlap in skills 
and expertise between an anesthesiologist and a Nurse 
Anesthetist, it is wise to permit each to provide care to the 
fullest extent of their ability instead of limiting both.  
As for the overwhelming number of comments 
submitted by community members, nearly all of them were 
unsubstantial form letters provided on the www.safevacare.org 
website.131 The massive response is significant, but only when 
taking into account that it does not accurately represent the 
voices of the practicing community, but rather something more 
akin to the ASA stuffing the ballot box.132 If the issue had been 
opened up as a referendum to the general public or to the more 
 
129 Id. 
130 See Novak, supra note 91. 
131 Advanced Practice Registered Nurses, 81 Fed. Reg. 90198, 90200 (Dec. 14, 2016) 
(to be codified at 38 C.F.R. 17). 
132 Id. 
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than nine million veterans served by the Veterans Health 
Administration, the votes may have represented a small 
percentage of interested parties. However, without more 
information on individual preferences, it would be impossible 
to know for sure.  
It is clear that the American Society of Anesthesiologists 
has taken this issue and twisted it to sow fear among patients 
and fellow doctors, contrary to the data-supported facts as they 
stand. If anesthesia departments at VA facilities have any 
chance of survival, it is imperative that anesthesiologists and 
CRNAs work together to provide the best care possible. 
Extending practice authority to Nurse Anesthetists would not 
undermine anesthesiol-ogists’ leadership capabilities, remove 
them from the operating room, or cause undue harm to 
patients. Instead, it would serve to allow quite the opposite.  
Despite what powerful interest groups want, the 
responsibility for drafting, passing, and implementing a final 
rule is entirely in the hands of the Department of Veterans 
Affairs. However, the VA’s statement sounds more like an 
excuse than a logical conclusion based on fact. As discussed 
above, the VA has stated that access to anesthesia care is not 
dire enough to justify including Nurse Anesthetists in the final 
rule.133 This is directly contrary to the data gathered by the 
RAND Corporation, which specifically mentioned anesthesia 
departments lacking capability to perform well.134 
Furthermore, the VA concedes that extending practice 
authority to APRNs was to minimize wait times, increase effici-
ency, and provide quality care.135 Long wait times for surgeries 
and procedures that require anesthesia are inherently 
dangerous to patients. While smaller procedures, maintenance 
care of chronic diseases, and women’s preventative care may all 
 
133 See Press Release, supra note 25. 
134 Rand Assessment, supra note 11. 
135 See Press Release, supra, note 25. 
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become more efficient due to granting Nurse Practitioners, 
Nurse Specialists, and Nurse Midwives full practice authority, 
access to live-saving surgeries and emergency procedures will 
not increase.  
Building on this argument, it would be reasonable to 
assume that the access challenges in all other areas under the 
scope of practice for Nurse Practitioners, Nurse Specialists, and 
Nurse Midwives is substantial enough to require inclusion. 
This makes sense for Nurse Practitioners and Nurse Specialists, 
as their scope of practice covers a wide variety of care and 
would astronomically increase access to care for routine 
medical services provided to veterans on a daily basis. For 
Nurse Midwives, this reasoning does not make sense.  
VA Hospitals do not provide childbirth services, 
although the cost of procedures associated with childbirth may 
be billed to the VA for qualifying veterans.136 This is a 
substantial access problem for all female veterans of 
childbearing age. However, the VA currently does not employ 
and is not hiring Nurse Midwives despite this rule.137 The fact 
that the VA would extend practice authority that includes 
services they don’t offer to APRNs that they currently do not 
employ raises serious doubt into the credibility of the decision 
to exclude CRNAs from practice authority. After all, anesthesia 
services are provided in VA facilities, access to anesthesia is 
problematic in many VA facilities, and hundreds of Nurse 
Anesthetists are employed in VA facilities nationwide. On the 
one hand, building up policies that will move the VA forward in 
women’s health and services is much needed and progressive; 
on the other hand, denying practice authority to VA employees 
who could substantially increase access to quality care seems 
regressive.  
 
136 See Women Veterans, supra note 72. 
137 Id.; see also NURSE-MIDWIVES, supra note 71. 
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Excluding Nurse Anesthetists from full practice 
authority despite their provider capabilities, the financial 
incentives, and the inclusion of every other type of APRN 
merits an investigation into whether or not this is some kind of 
(legal, yet perhaps ethically questionable) discrimination. While 
the VA claims CRNAs are important and appreciated members 
of the community, this policy singles out Nurse Anesthetists 
and blocks them from receiving privileges of employment all 
other APRNs may now enjoy. This could perhaps be centered 
in a gender issue, as discussed last year in the Online Journal of 
Issues in Nursing.138 
Due to continued outcry from Nurse Anesthesia groups 
and practicing CRNAs, the VA extended the notice and 
comment period through January 2017 to focus specifically on 
the question of CRNA inclusion.139 At this time, the VA has not 
published any response or restatement of the rule as of yet. 
However, based on the facts and arguments discussed above, 
and the facts and arguments presented to the VA by more 
sophisticated parties, excluding Nurse Anesthetists from full 
practice authority cannot reasonably be justified. CRNAs are a 
perfect fit for the needs of the community and for the 
underlying goals this rule is seeking to achieve.  
It would be very simple for the VA to amend the rule to 
include CRNAs based on the provisions set in the rule as it 
stands now. The VA would simply need to include Nurse 
Anesthetists in the list of APRNs in subsection (a)(1) of the rule 
and spell out the duties commonly accepted as full practice 
authority in an added section, most likely added as (d)(1)(iv).140 
It is important to understand that while the title of the rule is 
“full” practice authority, some of the duties of other nurses are 
 
138 Rudner, supra note 54 at 1. 
139 See Press Release, supra note 25. 
140 See generally 38 C.F.R § 17.415. 
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still reined in, as discussed in the walkthrough of the final rule 
in an earlier section. 
The VA has authority to define precisely all duties 
extended to CRNAs in their facilities, and may use discretion to 
determine what is included in a CRNA’s scope of practice. One 
option may be to decide that the attending surgeon, rather than 
an anesthesiologist, may supervise Nurse Anesthetists in the 
operating room. Another option may be to define what 
procedures are exclusively for anesthesiologists to directly 
perform or supervise, while other more common or less risky 
procedures can be performed by CRNAs independently. The 
VA may decide to define the specifics of CRNA practice 
authority generally or may leave it up to the individual facilities 
to decide how best to use their Nurse Anesthetists. There are 
many possibilities that provide a better outcome for veterans, 
VA facilities, and Nurse Anesthetists than excluding CRNAs 
from this grant of authority.  
 
IV. CONCLUSION 
 
In the VA Press Release from December 2016, the VA 
Under Secretary for Health, Dr. David J. Shulkin, summarized 
the reasoning behind extending full practice authority: “[T]his 
regulation increases our capacity to provide timely, efficient, 
effective and safe primary care, aids VA in making the most 
efficient use of APRN staff capabilities, and provides a degree 
of much needed experience to alleviate the current access 
challenges that are affecting VA.”141 Nurse Anesthetists 
operating under full practice authority would undoubtedly help 
to further these goals.  
First, if full practice authority were extended to Nurse 
Anesthetists, it would undoubtedly increase timely, efficient, 
effective, and safe anesthesia care. All VA facilities employing 
 
141 See Press Release, supra note 25. 
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CRNAs and anesthesiologists would have the capacity to 
oversee more than one procedure a day, drastically cutting 
down wait times. This is both an effective and efficient means 
of increasing access to care. Furthermore, studies have shown 
that CRNA full practice authority provides the same safety and 
quality of care in anesthesia as anesthesiologists.  
Second, the most efficient use of APRNs’ capabilities 
would be to allow them to practice to the fullest extent of their 
expertise. Providing anesthesia care to patients is just one 
section of the expertise of an anesthesiologist, and so both 
doctor and nurse are limited by a non-inclusive policy. If 
instead, the VA employed something like the anesthesia 
delivery model touted by Excel Anesthesia, anesthesiologists 
would maintain their pivotal positions of leadership, 
organization, and expertise in complicated cases, while the 
CRNAs would have autonomy and independence to provide 
anesthesia care every day to veterans in need. The physician-
led, team-based model the ASA purports as the most ideal can 
still be realized with three or four CRNAs to every anesthesi-
ologist. This is a realistic compromise that has been successful 
in the private sector and can be implemented at VA facilities if 
this rule changes. 
Finally, CRNAs absolutely provide expertise in a much-
needed area of accessibility for veterans. The education, 
experience, training, and licensing requirements to become a 
Nurse Anesthetist, coupled with more than 150 years of history 
in professionalism and care, make Nurse Anesthetists some of 
the most capable and competent care providers in the nation.  
If the Department of Veterans Affairs is truly dedicated 
to increasing choice and access to quality care for veterans 
throughout the country, including Nurse Anesthetists in the 
final rule granting full practice authority to APRNs would be 
the logical next step. Without this inclusion, veterans will 
continue to suffer under long wait times for lifesaving 
procedures, CRNAs will continue to be frustrated in their 
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efforts to provide the best care to the best of their ability, and 
anesthesiologists will continue supervising each individual 
procedure instead of utilizing their expertise more broadly. It’s 
time for the VA to stand up for all APRNs and usher in a new 
era of safe, effective, quality health care for those who have 
sacrificed so much in the defense of this country.  
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